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Figure 1. Heterotopic cardiac transplant recipient – standard twelve-lead ECG. Standard twelve-lead ECG showing what appears to be noise,
best seen in V 2 & 3 leads but found to have an almost akinetic native heart with hardly any mitral and aortic valve excursions by
echocardiography favouring a diagnosis of native heart ventricular fibrillation.
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ECG diagnosis of Ventricular Fibrillation (VF) inHeterotopic Cardiac transplant recipients is
complemented by using right-sided precordial
chest leads placed in the right-sided mirror image1016–7315  2012 King Saud University.
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http://dx.doi.org/10.1016/j.jsha.2012.11.005positions of the standard left-sided precordial
leads position. In this particular patient with ter-
minal native heart cardiac failure and VF based
on a standard twelve lead ECG (Fig. 1) as evi-
denced by the irregular rapid VF waves seen in
the background in the left-sided chest leads V2Production and hosting by Elsevier
Figure 2. Heterotopic cardiac transplant recipient twelve-lead ECG with right-sided precordial leads. Right-sided precordial leads showing
narrow QRS complexes (right superior axis) in right lateral chest leads favouring a narrow QRS rhythm in the donor heart. Native heart rhythm
once again forms a background noise pattern in lead V 1 (fourth left intercostal space).
IM
A
G
ES IN
 R
EV
IEW
54 CHASE
IMAGES IN REVIEW
J Saudi Heart Assoc
2013;25:53–54&3 with regular donor heart QRS complexes inter-
spersed in between, almost akinetic native heart
ventricles with hardly any excursions of the mitral
valve or the aortic valve leaflets on echocardiogra-
phy was demonstrable, and progressively worsen-
ing hemodynamic status resulting from increasing
dependence on the smaller donor heart was seen
(a heterotopic cardiac transplant was performed
in the first place for the same reason – a small
donor heart). These irregular waves could be eas-
ily considered artefactual especially if associated
with tremors, rigors etc. Obtaining the left precor-
dial leads ECG allowed demonstrating progres-
sively smaller regular donor heart ‘R’ waves in
the lateral leads (leads further away from the
donor heart), associated with ‘VF’ complexes
interspersed in V2&3 leads (left sided parasternal
leads). The right-sided precordial leads (Fig. 2)
demonstrated a ‘normal’ V1–V6 donor heart ‘R’wave progression and the left parasternal lead
(mirror image right precordial leads position
V-1) once again showed evidence of the native
heart VF. Since only one of the two precordial lead
sets (right-sided or left-sided) showed a ‘normal’
R-wave progression, the question as to which
heart – the left-sided normal position native heart,
or the right-sided piggy-back donor heart, was
fibrillating, could be resolved. Native heart VF in
a heterotopic cardiac transplant recipient being
an uncommon condition, the usefulness of a sim-
ple maneuver involving procuring a right-sided
precordial lead ECG in addition to the standard
twelve lead ECG is demonstrated (Figs. 1 and 2).Acknowledegment
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